Fentanyl combination provided better AFOI condition than dexmedetomidine with shorter intubating time, better intubation score and post-operative profile with SAYGO technique. Both BIS and observer's assessment of awareness/sedation OAA/S are reliable indicators of sedation. Blinded could not be possible and small sample size were the limiting factors.
Introduction: Awake craniotomy is performed when the lesions (usually tumour/seizure) are located close to the functional areas of the brain. However, awake craniotomy can pose challenges to the entire team of anaesthesiologist, surgeons and patients as well. We have retrospectively evaluated our experience in the management of these patients. Materials and Methods: Institutional Ethics Committee approval and patient consent waiver were obtained. Anaesthetic charts of all the patients who underwent the awake craniotomy in our institute from 2000 to August 2015 were analysed. Results: A total of 45 patients underwent awake craniotomy in the above period. The mean age of the patients was 33.4 years, male:female was 29:16. Initial presentation was seizure in 22 patients, speech disturbance in 11, sensory in 4 and motor symptoms in 14. Premedication consisted of T diazepam (17), clonidine (16), pethidine (3) and haloperidol (9). One patient had airway obstruction and as converted to general anaesthesia. Rest of the patients underwent successful awake craniotomy. Scalp block was administered in 35, laryngeal mask airway was used in 3 (asleep awake asleep) technique. For maintenance anaesthesia, propofol with fentanyl infusion was given in 34 patients, dexmedetomidine in 3, midazolam in 2 and each pethidine and haloperidol in 2 patients. Intro complications were high endtidal carbon dioxide (EtCO 2 ) in 6, tachycardia in 10 patients, hypertension in 25 patients, bradycardia in 5, hypotension in 6 patients. Pre-operative seizures occurred in 10 patients, brain bulge in 3 patients and intraoperative pain in 5 patients. Conclusion: Awake craniotomy is a challenging situation. Our experience showed that propofol with fentanyl infusion combined with scalp block was popular. However, in patients with dexmedetomidine, haemodynamic problems were less compared to propofol fentanyl group but the numbers were small to make a useful comparison.
ISNACC-S-26
Cerebral vascular effects of loading dose of dexmedetomidine: Transcranial colour Doppler study Soumya Madhusudhan, Arulvelan A., Manikandan S.
Department of Anaesthesia, Division of Neuroanesthesia, Sree Chitra Tirunal Institute for Medical Sciences and Technology, Trivandrum, Kerala, India Background: Dexmedetomidine has been widely used in critical care settings because of its property of maintaining stable haemodynamics and inducing conscious sedation. Background: Near-infrared spectroscopy is a novel monitor to detect cerebral oxygenation (rSO 2 ). A very few studies have analysed the effect of electroconvulsive therapy (ECT) on rSO 2 . We hypothesised that atropine pre-medication related activation of systemic and cerebral haemodynamics will exacerbate ECT-induced increase in rSO 2 . This study aimed to assess the effect of atropine and no atropine pre-medication during ECT on rSO 2 and correlate this with haemodynamics and peripheral oxygen saturation. Methodology: Psychiatric patients aged between 18 and 60 years requiring modified ECT for their illness were included in this 6-month study. This was a randomised crossover trial, in which patients served as their own controls. For the second ECT session, patients were randomised to receive either 0.01 mg/kg atropine or no atropine preceding anaesthesia.
Anaesthesia was induced by thiopentone 3 mg/kg and muscle relaxation was achieved with suxamethonium 0.5 mg/kg. For the third ECT, the patients were crossed over. Heart rate, blood pressure, SpO 2 and rSO 2 values were recorded at baseline and every 15 s from ECT stimulus till 5 min. Results: Data from 41 patients were analysed. There was no difference in baseline rSO 2 in patients with different psychiatric diagnoses. rSO 2 increased consistently in both groups after ECT which did not return to baseline at 5 min. Increase in rSO 2 was independent of increase in blood pressure. rSO 2 was lower in patients who developed desaturation during ECT. Discussion/Conclusion: On the contrary, no immediate desaturation after ECT stimulus was seen. rSO 2 increased consistently following ECT in both the groups. Systemic desaturation resulted in lower rSO 2 . Future studies should investigate whether rSO 2 changes associated with therapeutic seizures contributes to post-ECT cognitive changes.
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